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STATE OF MISSISSIPPI
OFFICE OF THE COMMISSIONER OF INSURANCE
IN THE MATTER OF:

HEALTH CARE PROFESSIONAL
CREDENTIALING VERIFICATION CAUSE NO. 024436

REGULATION 98-1, AS AMENDED

ORDER

This cause came on for hearing to consider the adoption of proposed amendments to
Mississippi Department of Insurance Regulation 98-1 entitled, "Health Care Professional
Credentialing Verification" and the Commissioner of Insurance, having provided interested parties
with the opportunity to submit written comments, and having held a public hearing and heard the
comments of all interested parties and the evidence produced, finds as follows, to-wit:

L

That on or about May 16, 2002,, the Commissioner of Insurance, or his duly appointed
representative, pursuant to the provisions of Miss. Code Ann. § 25-43-7(1) (Rev. 1999), filed with
the Secretary of State of the State of Mississippi notice that a public hearing would be held on June
18, 2002, at 10:00 a.m., in the Offices of the Commissioner of Insurance, 10th Floor, Woolfolk State
Office Building, 501 N. West Street, Jackson, Hinds County, Mississippi to afford all interested
persons the opportunity to submit testimony and evidence, give opinion, make comments or

objections concerning proposed Regulation 98-1, As Amended.



II.

That the Commissioner of Insurance, or his duly appointed representative, pursuant to the
provisions of Miss. Code Ann. § 25-43-7(1) (Rev. 1999), mailed postage prepaid, copies of an
Administrative Procedures Filing Notice and Notice of Hearing to all persons who had made timely
requests for advance notice of any rule making proceeding.

118

That pursuant to said Notice of Hearing, a public hearing was held before the Commissioner
of Insurance, or his duly appointed representative, on June 18, 2002, at 10:00 a.m., in the Offices of
the Commissioner of Insurance, 10th Floor, Woolfolk State Office Building, 501 N. West Street,
Jackson, Hinds County, Mississippi, in which all interested parties were given an opportunity to
present their views, opinions, and objections relative to proposed Regulation 98-1, As Amended.

1V,

That the Commissioner of Insurance, after having considered all relevant evidence, is of the
opinion that it will be in the public interest to adopt Mississippi Department of Insurance Regulation
98-1, As Amended, entitled "Health Care Professional Credentialing Verification".

IT IS, THEREFORE, ORDERED that the Mississippi Department of Insurance Regulation
98-1, As Amended, a copy of which is attached hereto as Exhibit "A", and made a part hereof as if
copied herein in words, lines and figures, should be and same is hereby adopted, to be effective
thirty days from and after its filing with the Office of the Secretary of State of the State of

Mississippi.

IT IS FURTHER ORDERED that any interested person or party who feels they will be

adversely affected by this Order shall have ten (10) days from the date of this Order in which such



adversely affected person or party may file with the Commissioner a written statement outlining
how such person or party will be adversely affected and their reasons for review of this Order.

SO ORDERED this Lheé] (f‘b day of June, 2002.

GEORGE DALE
COMMISSIONER OF INSURANCE
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. GEORGE DALE. COMN“SSFONER of lNSURANCE, OF THE STATE OF
MISSISSIPPI, po HEREBY CERTIFY THAT

attached is a true and correct copy of Regulationm 98-1,
as Amended entitled "Health Care Professional Credentialing
Verification",
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Given under my hand and seal of office, this the 26th day of
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June ¥8 2002.

COMMISSIONER of INSURANCE

ar/ Aot

Lee Harrell
Deputy Commissioner




MISSISSIPPI DEPARTMENT OF INSURANCE
REGULATION NO. 98-1, AS AMENDED
HEALTH CARE PROFESSIONAL CREDENTIALING VERIFICATICN
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Section 1.  Authority

This Regulation is promulgated pursuant to the authority vested in the Commissioner of Insurance under Article
7 and Article 9 of Chapter 41 of Title 83 of the Mississippi Code of 1972, Annotated, and is promulgated in
accordance with Mississippi Insurance Department Regulation No. 88-101, said Regulation being the Rules of
Practice and Procedure Before the Mississippi Insurance Department.

Section 2.  Purpose and Intent

This Regulation requires a managed care entity to establish a comprehensive health care professional credentialing
verification program to ensure that its participating health care professionals meet specific minimum standards of
professional qualification. The standards set out in this Regulation address the initial credentialing verification and
subsequent recredentialing process. '

Section 3..  Definitions
For purposes of this Regulation:
A "Commissioner” means the Commissioner of Insurance.
B. " Credentialing verification” is the process of obtaining and verifying information about a health care
professional, and evaluating the professional credentials of that health care professional, when that

health care professional applies to become a participating provider in a managed care plan offered
by a managed care entity.




"Health care professional” means a physician or other health care practitioner licensed or certified
by the state to perform specified health services.

"Health care services" or "health services" means services for the diagnosis, prevention, treatment,
cure or relief of a health condition, illness, injury or disease.

"Managed care contractor” means a person or corporation that:
(1)  Establishes, operates or maintains a network of participating providers;
(2)  Conducts or arranges for utilization review activities; and

(3)  Contracts with an insurance company, a hospital or medical service plan, an employer or
employee organization, or any other entity providing coverage for health care services to
operate a managed care plan.

"Managed care entity” means a licensed insurance company, hospital or medical service plan, health
maintenance organization (HMO), an employer or employee organization, or a managed care
contractor as defined under G. above, that operates a managed care plan.

"Managed care plan” means a plan operated by a managed care entity that provides for the financing
and delivery of health care services to persons enrolled in such plan through:

(1)  Armangements with selected providers to furnish health care services;
(2)  Explicit standards for the selection of participating providers;

(3)  Organizational arrangements for ongoing quality assurance, utilization review programs and
dispute resolution; and

(4)  Financial incentives for persons enrolled in the plan to use the participating providers,
products and procedures provided for by the plan.

"Participating provider" means a health caréxprufessinnal licensed or certified by the state, that has
entered into an agreement with a managed care entity to provide health care services, products or
supplies to a patient enrolled in a managed care plan.

"Physician" means one who is educated and trained to practice the art and science of medicine and
who has received the degree of doctor of medicine or osteopathy from an accredited and recognized
school or college of medicine or osteopathic medicine. 5

"Primary verification” means verification by the managed care entity of a health care professional's
credentials based upon evidence obtained from the issuing source of the credential.



Section 4.

"Secondary verification” means verification by the managed care entity of a health care
professional's credentials based upon evidence obtained by means other than direct contact with the
issuing source of the credential (e.g., copies of certificates provided by the applying health care
professional).

Applicability and Scope

This Regulation shall apply to managed care entities that offer, operate or participate in managed care plans.

Section 5.  General Responsibilities of the Managed Care Entity

A. A managed care entity shall:

(1)  Establish written policies and procedures for credentialing verification of all health care
professionals with whom the managed care entity contracts and apply these standards
consistently;

(2)  Verify the credentials of a health care professional when entering into a contract with that
health care professional. The medical director of the managed care entity or other
designated health care professional shall have responsibility for, and shall participate in,
health care professional credentialing verification;

(3)  Establish a credentialing verification committee consisting of licensed physicians and other
health care professionals to review credentialing verification information and supporting
documents and make decisions regarding credentialing verification;

{(4)  Make available for review by the applying health care professional upon written request all
application and credentialing verification policies and procedures; and

(5)  Keep confidential all information obtained in the credentialing verification process, except
as otherwise provided by law.

B. Nothing in this regulation shall be construed to require a managed care entity to select a provider
as a participating provider solely because the provider meets the managed care entity's credentialing
verification standards, or to prevent a managed care entity from utilizing separate or additional
criteria in selecting the health care professionals with whom it contracts.

Section 6.  Verification Responsibilities of the Managed Care Entity
A managed care entity shall:
A Obtain primary verification of at least the following information about the applicant:



1)

(2)
(&)

)

Current license or certification to practice in this and all other states and history of licensure
or certification;

Status of primary admitting hospital privileges, if applicable;

Specialty board certification status, or, if not board certified, the highest level of education
obtained;

Malpractice history within the last five (5) years.

Obtain by either primary or secondary verification at the managed care entity's discretion:

(1
@
3
(4

&)

Current level of professional liability cdvm'age;

. Practice history for at least five (5) years;

Status of hospital privileges other than the primary admitting hospital, if applicable;

Completion of medical, health care professional and/er post graduate training, other than
the highest level of education obtained;

Current Drug Enforcement Agency (DEA) registration certificate, if applicable.

Every three (3) years obtain primary verification of a participating health care professional's:

(D
@
()
@

Current license or certification to practice in this and all other states;
Status of primary admitting hospital privileges, if applicable;
Speciality board certification status, if applicable;

An update regarding the health care professional's malpractice history.

Every three (3) years obtain, by either pnq.ar:.r or secondary verification, at the managed care
entity's discretion: {

(1)

(2)
@)

Status of the health care professional's hospital pﬁvﬂag&s other than the primary admitting
hospital, if applicable;

Current level of professional liability coverage;

Current DEA registration certificate, if applicable;



Section 7.

Section 8.

Require all participating providers to notify the managed care entity of changes in the status of any
of the items listed in this Section at any time and identify for participating providers the individual
to whom they should report changes in the status of an item listed in this Section.

Uniform Application for Physician Credentialing and Recredentialing

In order to simplify the application process for physicians who are applying to multiple managed
care entities, the Commissioner hereby adopts a basic uniform credentialing application which shall
be used by all managed care entities performing physician credentialing and recredentialing activities
in Mississippi. The uniform application is attached hereto as Exhibit "A" and hereby made a part
of this Regulation.

The uniform application may be augmented by an individual managed care entity for the purpose
of obtaining additional necessary and material information which is not requested in the uniform
application, and further, for the purpose of providing more detailed instructions regarding the
completion and submission of the application. The additional information/instructions may only be
requested/provided on supplemental sheets which are attached to the uniform application. Any
proposed supplemental sheets must be submitted by the managed care entity to the Commissioner

for prior approval.

The form prescribed by this Section shall apply only to the credentialing and recredentialing of
physicians.
Health Care Professional's Right to Review Credentialing Verification Information

Subject to the provisions of Subsections A., B., C,, and D. of this Section, a managed care entity shall provide a
health care professional with the sources from which credentialing information is received, notification of any
information that varies substantially from the information the health care professional provided, and the opportunity
to correct information received from a third party that is incorrect or misleading.

A

Each health care professional who is subject to the credentialing verification process shall have the
right to request information regarding the sources utilized by the managed care entity to verify
credentialing information, including a summary of information obtained by the managed care entity
to satisfy the requirements of this Regulation.
L]

A managed care entity shall notify a health care professional of any information obtained during the
managed care entity's credentialing verification process that does not meet the managed care entity's
credentialing verification standards or that varies substantially from the information provided to the
managed care entity by the health care professional, except, that the managed care entity shall not
be required to allow the health care professional to (1) review the contents of a primary source

 verification, (2) identify the source of information, or (3) provide a summary of differing

information, if the information is not obtained to meet the requirements of this Regulation or if



disclosure is prohibited by law. Responses provided by personal or professional references shall not
be available to the health care professional,

4 A health care professional shall have the right to correct any erroneous information submitted by
a third party when the health care professional feels that the managed care entity's mdm&ng
verification committee has received information that is incorrect or misleading. The managed care
entity shall have a formal process by which the health care professional may submit supplemental
or corrected information to the managed care entity's credentialing verification committee,
Supplemental information shall be subject to confirmation by the managed care entity.

D. Nothing in this Section 8 shall prohibit a managed care entity from denying an application or re-
application or terminating privileges, employment or a provider participation agreement where a
health care professional intentionally withholds material information, intentionally omits material
information, or intentionally submits material false or misleading information in a credentialing or
re-credentialing application which is submitted to a managed care entity.

Section 9.  Contracting
Whenever a managed care entity delegates the credentialing fimctions required by this Regulation to another entity,

the commissioner shall hold the managed care entity responsible for monitoring the activities of the delegatee entity
in order to ensure that the requirements of this Regulation are met.

Section 10.  Separability

If any provision of this Regulation, or the application nf'thu provision to any person or circumstance, shall be held
invalid, the remainder of the Regulation, and the application of the provision to persons or circumstances other than
those to which it is held invalid, shall not be affected.

Section 11. Effective Date

This Regulation shall become effective thirty (30) days after filing with the Office of the Secretary of State of the State
of Mississippi.

\
!

GEORGE DALE
COMMISSIONER OF INSURANCE
STATE OF MISSISSIPPI



Instructions For Completing The

Mississippi Participating Physician Application

To effectively use the Application, the following is suggested:

Type or legibly complete the Application in black ink.

Complete all of the Application except for line 1, “This application is submitted
to: ....,”. Do not sign and date the original. Keep the completed original on file and
keep a blank original for future up-dates. Sign and date as directed below.

When submitting the Mississippi Participating Physician Application to a credential-

ing entity:
1. copy the original Application and any addenda the credentialing entity has
requested;

2. fill in the name of the IPA, medical group, health plan, hospital, etc., to which
the Application is being submitted on the top of page 1;

3. sign and date the copy in the spaces provided;

4. mail the signed and dated copy to the requesting organization.

By doing the above, your signature will be an original and the date will be current.
Remember that the information on the Application must be complete and accurate. An

incomplete Application may delay processing.

Submit completed Applications and do not rely on attached information unless
requested.

If an item in the Application does not apply to you, write N/A in the box provided.

Attach copies of the documents requestedhi::n page 1 of the Application each time the
Application is submitted.

For your convenience and to ensure information accuracy, keep Application current at
all times.

If you have any questions, please call the Managed Care Entity to which you are submitting
this Application.



CONFIDENTIAL/PROPRIETARY
e Mississippi Participating Physician
L one: . -
] Original Application Application
1 Reapplication
his application is submitted to: » herein, this Managed Care Entity!,

Section A.
Practice, Educational, Licensure and Work History Information

| £ INSTRUCTIONS

This form should be typed or legibly printed in black ink. If more space is needed than provided on original, attach additional sheets and st
erence the questions being answered. Please do not use abbraviations when completing the application. If an item in the application does not
apply to you, write N/A in the box provided. Current copies of the following documents must be submitted with this application:

* State Medical License(s) = Face Sheet of Professional Liability Policy or Certification
* DEA Certificate * Curriculum Vitae
* Board Certification (if applicable) . * ECFMG (if applicable)

I[E. IBENTEIFYING INFORMATION

Last Mame: i First: Middle:

Is there any other name under which you have been known (AKA /Maiden Name)? Name(s):

Home Mailing Address: City:
State: ZIP:

Home Telephone Mumber: | ) E-Mail Address:

Home Fax Number: { ) Pager Number: { }

Birthday Date: Birth Place (City/State /Country): Citizenship (If not a United States ctizen, please include copy
of Alien Registration Card).

Social Security # : der:

y i O Male O Female
Specialty: Race/Ethnicity? (voluntary):
Subspecialties:

TIE. PRACFICE INFORMAFION

Practice Mame (if applicable): .| Department Name (if Hospital based):
Primary Office Street Address: Primary Cffice Mailing Address if different from Street Address:
Ciky: State: County: Zip: City: State: County: Zip:
Telephone Number: Fax NMumber:
{ ) ( )
Dffice Mana ger/ Administrator: Telephone Mumber:
( )
Fax Number:
e ) ]

Name Affiliated with Tax [D Number: Federal Tax I Mumber: |

| Az used in the Information Releas &/ Acknowledgements Section of this application, the term “this Managed Care Entity" shall refer to the
entity to which the application is submitted as {dentified above.
Y Thiz information will be vsad for consumer information Purposes only

“ississinni Particinatine Phvsician Annlicatinn — N& /00 Pams 1 ~f 17



Secondary Office Street Address: City:
State: ZIP:
Office Manager/ Administrator: Telephone Number:
{ }
Fax Number:
{ ]
Name Affiliated with Tax [D Number: Federal Tax ID Number:
Teritary Office Street Address: City:
State: ZIP:
Office Manager/ Administrator: : Telephone Mumber;
{ 3
Fax Mumber:
: { 3
Mame Affiliated with Tax I Number: Federal Tax ID Number:
Handica H .
an P Access (1 Yes [ No 24-Hour Coverage O] Yes 0T
Will you accept new patients? 7 i BETY Back Office Telephone Number: : :

Please identfy other networks In which you participate:

Please identify other networks from which you have been denied admission or de-selected:
Name of Network Address Reason for Denial or Deselection

Do you have ownership in any health or medical related anrd.zaﬁm e.g.. laboratory, home health care agency, radiology facility,
lithotrips, mobile testing, MRL ete? [ Yes No
If yes, please list:

Medical Group(s) / TPA(s) Affiliation:

Do you intend to serve as a primary care provider? [ Yes E| No | Please check all that apply:
f:-"-‘ you il."-tm‘; L] 531"-':"—'[35 a specialist? L Yes [INo [ Sclo Practice [ Single Specialty
yes, please list specialty(s): [ Group Practice [ Multi Specialty
Do you employ any allied health professionals {e.g., nurse practitioners, physician assistants, psychelogists, etc.)? [] es ] No
[f 5o, please list:

Mame: Type of Provider: License Number:
Do you persanally employ any physicians? (Do not include physicians that are employed by the medical group) [ ‘es [J Neo
Mame: Mississippi Medical License Nurmber:
Pama T ~F17 x

Yisgissinni Particinatine Physician Annlication = NA /9




=

Flease list any clinical services you perform that are not typically associated with your specialty:

Flease list any clinical services you do not perform that are typically associated with your specialty:

Is your practice limited to certain ages? [ Yes [ No If yes, specify limitations:

Do you participate in EDI (electronic data interchange)? [] Yes (] No|Do you use a practice management system/software: | Yes [ ] No
If sa, which Metwork? If so, which one?

What type of anesthesia do you provide in your group/office?
L[] Local [ Regional [ Conscious Sedation [ General [J None [ Other (please specify)
Has your office received any of the following accreditations, certifications or licensures?

[0 Amerdecan Assodiation for Accreditation of Ambulatory Surgery Facilities (AAAASE) [0 Medicare Certification
[] Mississippi Department of Health Licensure [] Other

V_BILEING INFORMATION

Billing Company:

Street Address: City:

State: ZIP:
Contact: Telephone Number:
MName Affiliated with Tax ID Numbgr: Federal Tax ID MNumber: }

AS QEEICE HOURS - Please indicate the hours your office is open:

Monday Halidays

p ; e s ey VEISE your answering service and covering physicians by name. Attach
1.)' i- COVERAGE OF PRACTICE additioral sheets if necessary. Reference this section number and title )

Answering Service Company: Telephone Numl:r?': ) { }
Mailing Address: City:

St;ﬁe: ZIF:
Zovering Physician's Name: Telephone Mumber: { )

Telephone Number:
{ )

( )

-overing Physician’s Name:

-overing Physiclan's Name: Telephone Number:

-overing Physician's Name: Telephone Number:

( )

f you do not have hospital privileges, please provide written plan for continuity of care:

T

vlississiopi Particivatine Phvsician Annlication - 04/99



VI FOREIGN FANGUAGES SFOKEN 7 LG b et
F!uent!:,r by Physician: Fluently by Staff:

Z'HIIE.. L:‘[Eﬂﬁ;’s’IﬂRYSEI{WEE‘E

If you provide direct laboratory services, please indir.‘al*e H‘Le TIM uhhzed and pmvide leni-‘:nll L‘-Iburatmjr Inf:mnam:-n Act [C’L!A} mfnrna— :
tion. Attach a copy of your CLIA certificate or waiver if you have one.

Tax ID# Billing Namae: Type of Service Provided:
Do you have a CLIA Certificate? Da have a CLIA waiver? ;

ye O Yes [ No o O Yes O No
Certificate Mumber: ; Certificate Expiration Date:

I:T.. EIEHIC_EHER‘} EES‘: [} H AE.EDUCATION L‘l:l‘.ir.h additivmal sheets if necessary:.

Keferenme=this ‘-ut'l':tlllﬂ' mumberand tithep

Medical Schoal: Date of Graduation: (mm/yy)
Mailing Address: City:

State & Country: ZIP:
Medical /Professional School: Degree Received: Date of Graduation: (mm,/yy)
Mailing Address: City:

State & Country: ZIP;

X ENTERMSH[FIEE‘EE_ fAtEach Hlfdfh_l.'lfl"l'ﬂr-':-F[EEIE--IE-H_EEEEEHII'}'. Reference this sectiorr number and title.y B

nstitution: Program Director:
Mailing Address: . City:
State & Country: ZIp:
Iype of Internship:
— From: (mm/yy) | Tor (man/yy)

XF. RES_I DENCESJ;EE._[.L:_EIHI SHf 95 h'.itfm: [ .I-IJdi h |:.m.1|. :-;.h eols i_t'".necess;l £y Reference this sec ti{..ln nombera t‘_u;[' fuklek

nelude residencies, fallowships, preceptorships, teaching appointments (indicate whether clinical or academic), and pestgraduate education in
thronological order, giving name, address, city, state, country, zip code and dates. Include all programs you attended, whether or not completed.

nstitution: Program Director:
lailing Address: City:
|
State & Country: ' ZIP:
¥pe of Training (eg. residency, etc.): Specialty: From: (mm/y¥) | To: (mm/yy)
:' l.... o B2 ? —
you successfully complete the program? [ Yes [ No (If “No”, please explain on separate sheet.) J

S
=

Paca 4 AF 17
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Tostitation: Program Directon:
Mailing Address: City:
State & Country: ZIF:
Type of Training: Specialty: From: {mm/yy) To: (mm,/yy)

Did full ?
id you successfully complete the program ) s [J No (I "No”, please axpilain on separate sheet.)

Inslitu.ti_m'l: Program Director:
Mailing Address: Cily:
State & Country: ZIP:
Type of Training (eg. residency, etc.): Specialty: Froro: (mm/ yy) Tox (mm/yy)

Did easful ?
T S — i [ Yes 0 No (If “No”, please explain on separate sheet.)

XEF. BOARDX CEREIFICAT E_{'_'IN (Attach copics of documents.}

Include certifications by board(s) which are duly organized and recognized by:
* amember board of the American Board of Medical Specialties

= a member board of the American Osteopathic Association
* aboard or association with an Accreditation Council for Graduate Medical Education of American Ostecpathic Association approved

postgraduate training that provides complete training in that specialty or subspecialty.

Mame of Issuing Board: Specialty: Certification Number: | Date Certified /Recertified:| Expiration Date (if any):

H i Ficaki indi ?
ave you applied for board certification other than those indicated above [ Yes [] No

If 5o, list board(s) and date(s):

If not certified, describe your intent for certification, if any, and date of admissibility for certification on separate sheet.

Have you taken or failed a board exam? OYs [JNo ¥Yes provide details.

TR g T _ _ S R ey fAltach additioma shivets if necessary. .
XIIE. OTHER CERTIFICATIONS (e, Fluoroscopy; Radiography; etc.) Referenie Ihi sofii dashodand Gilsy
Expiration Date:

Expiration Data:

Expiration Date:

Actve:
[ ves E] Ma

[5sue Date:

F-'iissi.ssp[ State Medical License Nmbe::

Jrug Enforcement Administration (DEA) Registration Number: Expiration Date:

Jolimited? [1Yes (1No [fno, please explain on separate sheet
—ontrolled Dangerous Substances Certificate (CDS) (if applicable):

Expiration Date:

| : |

Tama S A1
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ECFMG Mumber (applicable to foreign medical graduates): Date [zzyed: Valid Through:

Visa Number; Date [ssued: Valid Through:

Medicare UPIN,/ National Physician Identifier (INFI}: Mississippi Medicare Number: Mississippi Medicaid Number:

5;_’{.1"_. ‘AL E. ﬂTHEI{bTEFE NIED[(T'&E. E.['CEME!E‘!- L:E.t :l:[[ Iﬁ[ﬂ.dll.:ll" EI.LL. nses Mm.jl.. or Prev u:lun,I} ['feld

(AtCxche xddil I‘.IDIT-IE sheets 1E [IEI‘.'L'EHJI!IE- Refo rence thl :-m.—:chc-r: num berand titfe}

State; License Number: Expiration Date: Activa: O v 0N
Bs o
State: License Mumber: Expiration Date: Active:
i g5 o O Yes [ No
State: License Number: Expiration Date; Active: 0 ¥ O N
5 o

XVE. PROFESSIONAE. ORGANIZATIONS

Please list county, state or national medical societies, or other professional organizations or societies of which you are a member or applicant.

ORGANIZATION NAME Applicant Member
O O
O O
O O
O O
O =
O O

. Are Iﬂl}lj‘i;&r or Director of any of the professional erganizations listed above? Flwad Tl
XVIE PROFESSIONAE EIABIEFLY  ¢Attach copy of professional liability policy or certification face sheet)
Original effective date:

Current Insurance Carrder:

Mailing Address: - Ciky:

State & Country: ZIP:
Telephone Number: . _ Fax Number: : :
Per Claim Amount: § Aggregate Amount: $l‘ | Expiraticn Diate:

Please explain any surcharges to your professional liability coverage on a separate sheet. Reference this section number and title.
i you have had professional liability carriers in the last five years other than the one listed above, please list them below.

Name of Carrier; Policy # : From: (mm,/yy) To: (mm,/yy)
Mailing Address: City: ;

State and Country: Zip:
Name of Carrier; FIELT:{ #: From: (mm/yy) To: (mm/ ¥¥)
viziling Address: City:

State and Country: | Zip:

viisziszinni Particinating Physician Annlicalion — 06/99 Paca A nf 17



MName of Carrier Policy #: From: {mm/ yy) To: (mm/vy)
Mailing Address: City:
State and Country: Zip:
Name of Carrier: Policy 7 From: (mm/ yy) To: (man/yy)
Malling Address: City:
" | State and Country: iip:

, XVIIE CURRENT HOSPFFAL AND OTHER INSTITUTIONAL AFFILEATIONS

Please list in {A) in reverse chronological order, with the mast current affiliation(s) frst, all institutions with which you are currenthy affiliated,
List previous affiliations during the past ten years in (B). Include hospitals, surgery centers, institutions, corporations, military assignments,
or government agencies.

A. CURRENT AFFILIATIONS (Attach additional sheets if necessary. Reference this section number and title.)

Name and Mailing Address of Primary Admitting Hospital: City:

State: Zip:
Department/Status (Active, provisional, courtesy, etc.): Appeointment Date:
Mame and Mailing Address of Other Hospital /Institution: City:

State: Zip:
Department /Status Appointment Date:
Name and Mailing Address of Other Hospital / Institution: City:

State: Zip:
Department,/Status Appointrnent Date:

[f you do not have hospital privileges, please explain.

8. PREVIOUS AFFILIATTONS (Limit to last ten years. Attach additional sheets if necessary. Reference this section number and title)

Wame and Mailing Address of Other Hospital/Institution: i Ciky:
.\ State: Zp:

rom: (mm/yy) To: {mmy/yy) Reason for Leaving:
Wame and Mailing Address of Other Hospital /Institution: Ciky:

State: Zip:
rom: (mm/yy) To: (mm./yy) Reason for Leaving:
Jame and Mailing Address of Other Hospital /Institution: City:

State: Zip:
‘rom: (mm/yy) J To: (mmyy) | Reason for Leavin g
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Mame and I'-Ia.ﬂing Address of Other Hospital /Institution: Cit}-':

State: Zip:

From: (mm/yy) To: (man/yy) Reason for Leaving:

VXIC PEERREEERENCES 0 /0 o R g _
List three professional references, preferably from your specialty area. Da not list relatives, current partners or associates in practice. If
possible, include at least one member from the Medical Staff of each facility at which you have privileges. Do not include program directors
previously listed under post graduate training and education in Section X.

NOTE: References must be from individuals whao are directly familiar with your work, either via direct elinical observation or through a close

working relationship.
MName of Reference: Specialty: Telephone Mumbaer:
{ )
Mailing Address: City:
State: Zip:
Name of Reference: Specialty: Telephone Number:
; ( )
Mailing Address: City:
State: Zip:
Name of Reference: Specialty: Telephone Number:
Y ( )
Mailing Address: City:

Chronologieally list all work history for at least the past five years (use extra sheets if necessary). This information must be complete. A
curriculum vitae is sufficient provided it is current and contains all information requested below. Flease explain any gaps in professional

work history on a separate page.

Current Practice: Contact Name: Telephone Mumber:
{ )
: 1 Fax Number:
{ )
Mailing Address: - City:
State: Zip:
From: (mm/yy) To: (mm/yy)
Mame of Practice /Employer: Contact Mame: Telephone Number:
{ )
Fax Number:
| { )
Mailing Address: City:
State: Lip:
Frem: (mm/yy) To: (mm/ vy}

T-':Il::".'\- L] ".i“ L 7
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Name of Practice/Employer: Contact Mame: _ Telephone Mumber: |
Fax Number: r :

Mailing Addrese: City: r ]
State: Zip:

From: (mm/yy) To: (mm/yy)

Section B.
Professional Liability Action Explanation

Please complete this Section for each pending, settled, or otherwise concluded professional liability lawsuit or arbitration filed and served
against you, in which you were named a party in the past five (5) years, whether the lawsuit or arbitration is pending, settled or otherwise
concluded, and whether or not any payment was made on your behalf by any insurer, company, hospital or other entity. All questions must
be answered completely in order to avoid delay in expediting your application. If there is more than one professional liability lawsuit or
arbitration action, please photocopy this Section B prior to completing, and complete a separate form for each lawsuit. :

F. CASE INFORMATION
City, County and State where lawsuit filed:

Court case number, if known:

Date of alleged incident serving as basis for the lawsuit/arbitration: | Date Suit Filed: Sex of patient: Age of patient:

Saemtion ot Tncident ] Hospital [ Myoffice [] Other doctor’s office [ Surgery Center
[ Other, (please specify)
Your relaionship to Patient (Attending Physician, Surgeon, Assistant, Consultant, etc.):

Allegation:

Is/was there an insurance company or other liability protection company or organization providing coverage/defense of the lawsuit or
wbitration action? [ Yes No
If yes, please provide company name, contact person, phone number, location and claim identification number of insurance company or other

liability protection company or organization.

If you would like us to contact your attorney regarding any of the above, please provide attorney(s) name(s) and phone number(s). Please
ax this decument to your attorney to serve as your authorization: .

Phone Mumber [ )

Wame,

Yame Phone Number _____ )
i, WEFAT IS THE STATUS OF THE LAWSUFI/ARBIERATION DESCRIBED ABOVE? (Circle Ore}
- Lawsuit/arbitration still ongoing, unresolved.

7 Judgment rendered and payment was made on my behalf. Amount paid en my behalf:
S Judgment rendered and [ was found not liable.
7 Lawsuit/arbitration settled and payment made on my behalf, Amount paid on my behalf:

J Lawsuit/arbitration settled, no judgment rendered, no payment made on my behalf.

iummarize the sircumstances giving rise to the action. If the action involves patient care, provide a narrative, with adequate clinical det=il,
ncluding your description of your care and treatment of the patient. If more space is needed, attach additional sheet(s). Include: (1) condi-
ion and diagnosis at time of incident, (2] dates and description of treatment rendered, and (3) condition of patient subsequent to treatment.
lease print,
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SUMMARY

Section C.
Certification

[ certify that the information in Sections A and B of this application and any attached documents (including my curriculum - vitae, if attached) is
rue, current, correct and complete to the best of my knowledge and belief and is fumnished in good faith. I understand that intentionally withhald-
g or omitting material information or intentienally submitting material flhgm misleading information may result in denial of my application or
ermination of my privileges, employment or physician participation agmﬂment. I agree that the Managed Care Entity to which this application is
jubmitted, its representatives, and any individuals or entities providing information to this Managed Care Entity in good faith shall not be liable, to
e fullest extent provided by law, for any act or occasion related to the evaluation or verification contained in this Mississippi Participating Physician
4pplication. In order for participating Managed Care Entities or healtheare organizations to evaluate my application for participation in and /or my
:ontinued participation in those organizations, [ hereby give permission to release to this Managed Care Entity information about my medical mal-
ractice insurance coverage and malpractice claims history. This authorization is expressly contingent upan my understanding that the information
srovided will be maintained in a confidential manner and will be shared anly in the context of legitimate credentialing and peer review activities.
{his authorization is valid unless and until it is revoked by me in writing, [ authorize the attorneys listed in Section B, Page 9, to discuss any infor-
nation regarding the subject case with this Managed Care Entity.

rint Name Here

DCiate

"hysictan Signature
(Stamped Signatura [s Not Acceptable)
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Section D.
Attestation Questions

Please answer the following questions “yes” or “no”. If your answer to any question is “yes,” please provide full details on separate sheet,

1. Has your license to practice medicine in any jurisdiction, your Drug Enforcement Administration (DEA) registzation or any applicable narcotic registration in any
jurisdiction ever been denied, limited, rﬂn-ichedl, suspended, revoked, not renewed, or subject to probationary eonditions, or have you vohmtarily or involuntarily
relinquished any such license or registration or voluntarily or involuntarily accepted any such actions or conditions, or have you been fined or received a letter of rep-
rimand or is such action pending? Yes [J Mo O

2 Have you ever been charged, suspended, fined, disciplined, or atherwise sanctioned, subjected to probationary conditions, restricted or excluded, or have you vol-
untarily or involuntarily relinquished eligibility to provide services or accepted conditions on your eligibility fo provide services, for reasons relating to possi
incompetence or improper professional conduct, or breach of contract or program conditions, by Medicare, Medicaid, or any public program, or is any sur_g action
ne?

pending? Yes (0 No O

3. Have your clinical privileges, membership, contractual participation or employment by any medical organization (e.g., hospital medical staff, medical group, inde-
pendent practice association (IPA), health plan, health maintenance organization (HMO), preferred provider organizaion (PPO), private payer (including those that
contract with public programs), medical society, professional assoclation, medical school faculty position or other health delivery entity or system), ever been denied,
suspended, restricted, reduced, subject to probationary conditions, revoked or not renewed for possible incompetence, improper professional conduct or breach of
contract, or is any such action pending? Yas (] No O

4. Have you ever surrendered, allowed to expire, voluntarily or involuntarily withdrawn a request for membership or clinical privileges, terminated contractual par-
ticipation or employment, or resigned from any nudl:al;Enfnthn (e-g. hospital medical staff, medical group, independent practice association (IPA), health plan,
health maintenance arganization (HMO), preferred provider organization (PPO), medical soclety, professional association, medical school faculty position or other
health delivery entity ar systern) while under investigation for incompetence or improper professional conduct, or breach. of conteact, or in retumn for such
an investigation not being conducted, or is any such action ing? Yes [ No O

5. Have you ever surrendered, voluntarily withdrawn, or been requested or compelled to relinquish your status as a student in good standing in any internship, res-
idency, fellowship, preceptorship, or other elinieal education program? Yes (] No OJ

6. Has your membership or fellowship in any local, county, state, regional, national, or international professional organization ever been revoked, dended, reduced,
limited, subjectad to probationary eonditions, or not renewed, or is any such action pending? Yes O Ne O

7. Have you been denied certification / recertification by a specialty board, or has your admissibility, certification or recertification status changed (other than chang-
ing from admissible to certified)? ' Yes [ No O

a Haveywwbammmdﬂadnfmym{uﬂietMamhnrmfﬁcvﬁaﬁm}?
: Yes [ Ne O

9. Are you curently engaged in the illegal use of drugs? (“Illegal use of drugs" means the use of controlled substances, obtained illegally, as well as the use of con-
trolled substances which are not obtained pursuant to a valid prescription or not taken in accordance with the direction of a licensed health care practitioner.
“Currently” does not mean on the day of or even the weeks preceeding the completion of this application, rather, it means recently enough so that the illegal use may
have an impact an ane's ability to practice.) Y [0 MNe [1
10. Have any judgments or claims been entered against you, or settlements been agreed to by you within the last five (5) years, in professional Hability cases, or are
there any filed and served professional liability lawsuits/arbitrations against you pending? Yes O No OO

1. anmtbwmwhdge.hashﬁunmﬁmpmahmmynuevnrbzmmpumdtoﬂuNaﬁmaletﬂimw[m&Emk? .
Yes No

11 Has professional liability insurance ever been terminated, not renewed, restricted, or modified (e.g., reduced limits, restricted coverage, surcharged), or have
you ever been denied professional liability insurance, or has any professional liability carrier provided you with written notice of any intent to deny, cancel, not renew,
or limit your professional liability insurance or its coverage of any procedures? : Yes O No O

13, Are you capable of performing all the services required by your agreement with, r.:uftl-e professional staff by laws of, the Managed Care Entity to which you are
applying, with ar without reasonable accommodation, according to aceepted standards of professional performance and without posing a direct threat to the safety

of patien If or others?
S e Yes O No [0
14. Have you ever been reprimanded, censured, exchuded, suspended, or disqualifisd by CLIA, or any other health plan for which you provided services?
Yes [J No O
I hereby affirm that the information submitted in this Section [t Attestation Questions, and any addenda thereto i true, current, correct and complete to the best of

my knowledge and belief and is furnished in good fith. [ understand that intentionally withhelding or omitting material information or intentionally submitting
material false or misleading information may result in denial of my application or termination of my privileges, employment or physician participation agreement.

Print Name Here

Cate

Physician Signature
{Stamped Signature Is Not Acceptable]
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Section E.
Information ReleaselAcknowledgements

| hereby consent to the disclosure, inspection and copying of information and documents relating to my credentials, qualifications and performance
("credentialing information”) by and between “this Managed Care Entity” and other Healthcare Organizations (e.g., hospital medical staffs, medical groups,
independent practice associations ([PAs], health plans, health maintenance organizations {HMOs), preferred provider arganizaticns (PPOs), other health
delivery systems or entities, medical societies, professional associations, medical school faculty positions, training programs, professional liability insurance
companies [with respect to certification of coverage and claims history}, licensing authorities, and businesses and individuals acting as their agents (collec-
tively, “Healtheare Organizations"), for the purpose of evaluating this application and any recredentialing application regarding my professional training,
experience, character, conduct and judgment, ethics, and ability to work with others. In this regard, the utmost care shall be taken to safeguard the privacy
of patients and the confidentiality of patient records, and to protect credentialing information from being further disclosad,

[ am informed and acknowledge that federal and state? laws provide immunity protections to certain inclividuals and entities for their acts and Jor com-
munications in connection with evaluating the qualifications of healthcare providers. I hereby release all persons and entities, including this Managed Care
Entity engaged in quality assessment, peer review and credentialing on behalf of this Managed Care Entity and all persons and entities providing creden-
tialing informaticn to such representatives of this Managed Care Entity from any liability they might incur for their acts and/or communications in connec-
tion with evaluation of my qualifications for participation in this Managed Care Entity to the extent that those acts and /or communications are protected by
state or federal law.

lunderstand that I shall be afforded such fair procedures with respect to my participation in this Managed Care Entity as may be required by state and
federal law and regulation. :

Tunderstand and agree that I, as an applicant, have the burden of producing adequate information for proper evaluation of my professional competence,
character, ethics and other qualifications and for resolving any doubt about such qualifications.

During such time as this application is being processed, I agree to update the application should there be any change in the information provided,

In addition to any notice required by any contract with a Managed Care Entity or Healthcare Organization. [ agree to notify this Managed Care Entity
immediately in writing of the occurrence of any of the following: {i) the unstayed suspension, revecation or nonrenewal of my license to practice medicine;
(ii) any suspension, revocation or nonrenewal of my DEA or other contralled substances registration; or (iii) any cancellation or nonrenewal of my profes-
sional liability insurance coverage.

I further agree to notify this Managed Care Entity in writing, promptly and no later than fourteen (14) calendar days from the occurrence of any of the
following; (i) receipt of written notice of any adverse action against me by the Mississippi Board of Medieal Licensure taken or pending, including but not
limited to, any accusation filed, temporary restraining order, or imposition of any interim suspension, probation or limitations affecting my license to prac-
tice medicine; or (ii) any adverse action against me by any Managed Care Entity or Healthcare Organization which has resulted in the filing of & report with
the National Practitioner Data Bank; or (iii) the dendal, revocation, suspension, reduction, limitation, nonrenewal or voluntary relinquishment by resignation
of my medical staff membership or clinical privileges at any Managed Care Entity or Healthcare Organization; or (iv) any material reduction in my profes-
sional liability insurance coverage; or (v) my receipt of written notice of any legal action against me, including, without limitation, any filed and served mal-
practice suit or arbitration action; or (vi) my conviction of any crime (excluding minor traffic viclations), or (vii) my receipt of written notice of any adverse
action against me under the Medicare or Medicaid programs, including, but not limited to, fraud and abuse proceedings or convicticns.

lunderstand and acknowledge that the National Practitioner Data Bank may be queried on my behalf to secure information about my history., A photo-
copy or facsimile of this document shall be as effective as the original, however, original signatures and current dates are required on pages 10, 11 and 12 of
this application. y

Print Mame Here

Date

Physician Signature V)
(Stamped Signature Is Not Acceptable)

Individual Managed Care Entities may request additional infarmation or attach supplements to this form. Such additions or
supplements are not part of the Mississippi Participating Physician Application and have not been endorsed by the organi-
zations below. Questions about supplements should be addressed to the Managed Care Entity requesting them.

i This prl'i'c_ati'a'r:'-'fs endarsed .E:_'.r:- :
« Mississippi Assaciation of Health Plans..

* The Intent of this release is to apply, at 2 minimunm, protections comparable to these availabls in Mississippi to any actico, regardless of whare such action is brought
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